We describe a 66-year-old man who presented initially with acute cholecystitis. He was treated by cholecystostomy and biopsy of the gallbladder mucosa which revealed carcinoma of the gallbladder. Four weeks later a cholecystectomy was performed followed by resection of the common bile duct, common hepatic duct and segments IV and V of the liver and a hepaticojejunostomy. Sixteen months later an abdomino-perineal resection was performed for a moderately differentiated Dukes' stage C carcinoma of the rectum. He is alive and without evidence of recurrence seven years later. Few patients survive for this length of time following resection of either carcinoma of the gallbladder or rectum. This case report demonstrates the value of aggressive surgical treatment in patients with early carcinoma of the gallbladder.
INTRODUCTION
Carcinoma of the gallbladder is the commonest form of biliary tract malignancy and the fifth most common gastrointestinal cancer, pancreatic cancer occurring about five times as frequently. The disease is encountered in 1-2% of cholecystectomy specimens and caused the death of over 2,000 men and 3,500 women in England and Wales between 1966 and 1970 (Cancer Mortality England and Wales, The disease is uniformly associated with a rapidly lethal course independent of any form of treatment. This reputation largely stems from the early silent growth of the tumour with the late presentation and the great difficulty in adequately excising tumours in the region of the porta hepatis. Piehler and Crichlow (1978) 2, in a collective literature review, found an incidence of gallbladder carcinoma in operations on the biliary tract of 1.91% (range 0.55%-6.50%). They (Figure 2 ). The common bile duct was dilated at 1.6 cm dia. The left intrahepatic ducts could not be filled, however, the right hepatic ducts were not dilated and there was free flow of contrast into the duodenum. A visceral angiogram was normal. At laparotomy, a palpable mass was found in the fundus of the gallbladder and there was evidence of chronic cholecystitis. No stones were palpable in the gallbladder, however two large stones were palpable in the common bile duct. Two enlarged lymph nodes were present in the region of the cystic duct but these did not appear to be involved with tumour and there was no evidencve of gross invasion of the liver.
The cholecystostomy tube was removed and the tract through the abdominal wall excised. The common bile duct was transected above the duodenum and the distal end closed. Then the entire common bile duct and common hepatic duct were turned upwards anterior to the portal vein taking lymph nodes and all tissue anterior to the portal vein upwards and forwards. The right hepatic artery crossed anterior to the common hepatic duct and had to be sacrificed to obtain clearance. The common hepatic duct was transected at the confluence and segments IV and V of the liver and the gallbladder were removed. A clearance of 2-3 cm of liver tissue was achieved on all sides. Finally, a hepaticojejunostomy was performed. Histological examination confirmed a well differentiated adenocarcinoma of the gallbladder invading to the level of the muscularis but with no serosal or liver invasion. A mixed stone (0.8 cm dia.) was present at the orifice of the cystic duct.
There was no involvement of the cholecystostomy tract by tumour. A tubogram performed one week postoperatively revealed normal calibre bile ducts. No filling defects were noted and there was good flow of contrast into the jejunum (Figure 3 ).
Postoperative recovery was complicated by a pelvic abscess which drained spontaneously per rectum.
Sixteen months later he was investigated for left iliac fossa pain, tenesmus and the passage of blood and mucus per rectum. On rectal examination he was found to have an ulcer on the anterior wall of the rectum, 6 cm from the anal verge. Sigmoidoscopy revealed an irregular polypoid lesion in the mid rectum, biopsy of which demonstrated a moderately differentiated adenocarcinoma. Barium enema revealed a small area of irregularity in the rectal wall anteriorly at the recto-sigmoid junction and extensive diverticular disease of the sigmoid colon. An ultrasound scan of the liver was clear. Following this an abdomino-perineal excision of rectum was performed. Histology revealed a moderately differentiated carcinoma of the In the hands of a surgeon inexperienced with major hepatic resections, this most often is a better choice than simple cholecystectomy and referral, which occasions more expense, more operative risk, and very little therapeutic advantage.
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